
Fourthly, may it not sometimes be well to combine
drainage with castration, thus affording immediate
relief to the cystitis and pyelitis while the prostate has
time to shrink at its leisure?

Fifthly, is the removal of the testes followed by any
profound nervous shock, or is any deterioration or loss
of balance of the nervous system likely to follow it ?

Iu the above hasty remarks I have taken it for
granted that, for the present at least, the operation
would be confined to cases so seriously affected that
some operation is imperatively demanded. It is con-
ceivable that, if subsequent experience proves castra-
tion to be free from remote disadvantages, patients
may sometimes elect to have it done early in the
disease, before the bladder and kidneys have suffered
secondary changes, and when it might be more effica-
cious in arresting subsequent morbid growth than
afterwards in removing it.

Such possibilities are so alluring that we should ap-
proach them with cautious and careful scrutiny.

THE OPERATIVE TREATMENT OF PROSTA-
TIC HYPERTROPHY.1

BY FRANCIS S. WATSON, M.D., BOSTON.

In the paper which we have just heard from Dr.
Cabot, that part of the subject which deals with the
palliative measures has been discussed; they suffice in
the majority of cases to avert or postpone the dangers
of the disease, and to make the patient wholly or tol-
erably comfortable. It remains to be considered in
what way we are to deal with that unfortunate minor-
ity of sufferers who, in spite of them, go on from bad
to worse. For them there are, fortunately, other
means which may relieve. These are the operative ones.

They may be divided into two classes: (1) Pallia-
tive, (2) Radical. The former consist of the various
ways of draining the bladder, and are equally appli-
cable to temporary, or to long continued, or perma-
nent drainage. The two ways of securing bladder
drainage are through the perineum by a perineal
urethrotomy, and from above the symphysis pubis by
a suprapubic cystotomy.

The technique of these operations is so familiar that
I will only refer to some of its more important points
when speaking of drainage.

When drainage is conducted through the perineum,
it is desirable to provide for it in a manner which will
thoroughly drain the bladder, and, if the treatment is
to be continued for a long time, will allow the patient
to move about comfortably. The arrangement which
I think best fulfils these indications is that which I de-
vised some three years ago. It consists of a hard-rub-
ber button with a hole in the centre through which a
catheter is passed, and four smaller holes, two on the
upper and two on the lower margin, to which are
attached four stout round rubber cords, which, when
fixed to a waistband properly adjusted, hold the but-
ton firmly against the perineum.

The central hole in the button is to be one size
smaller than the catheter it carries ; if the catheter is
stretched its calibre is of course diminished, and the
button can then slide along it, but becomes fixed at
whatever point may be desired by letting the catheter
take its natural shape.

1 Read before the Massachusetts Medical Society, June 11, 1895,
and recommended for publication by the Society.

Dr. Tilden Browne of New York has contrived a
similar arrangement, of which he speaks as follows :
" The holder is of light construction except the two
steel springs ; these have sharp teeth which hold but
do not puncture the rubber tube. The springs release
the tube by turning the screw collar. The cylinder
has a calibre of thirty-five, French, and the spring
teeth have play sufficient to hold any tube of from
thirty-five to twenty-two, French. Tapes or narrow

bandages slipped under the horns of the plate, then
brought up radiating and secured to a waistband in
front and behind hold the apparatus in place. A con-

Fig. 1. The author's perineal drainage-tube, and hard-rubber
button.

tinuous tape for each side is preferable, as it permits
the plate to remain stationary while they play through
or under the horns, as the changed position of the
body in sitting or reclining may necessitate. The
plate is narrow enough not to meet the opposing sur-
faces of the thighs. Nor does it interfere with defeca-
tion. I have the patient wear a fresh pad of iodoform
gauze between the perineal opening and the plate after
each movement of the bowels." (Fig. 2.)

Fio. 2. F. Tilden Browne's perineaVtube-holder.

Two catheters should be provided, one for the day
and one for the night, the one not in use being kept in
a weak solution of carbolic acid.

With regard to suprapubic cystotomy, I think the
practice of puncturing above the symphysis with a

large trocar and leaving in the cánula is a dangerous
one, and should be condemned. It is much safer to
do a true cystotomy. The incision into the bladder,
when made for drainage alone, should be a short one.

Several modifications of the suprapubic operation
for drainage have been introduced, the most notable
being that of Hunter McGuire, who several years ago
devised a method for making an artificial suprapubic
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urethra, which he does as follows : The opening into
the bladder is made at the lowest available point, and
only the upper end of the abdominal wound is left
open, the rest of it being sutured. This leaves a
fistulou8 tract about three inches long, the walls of
which are held together by pressure of the abdominal
viscera and the action of the recti muscles. It is
claimed that in this way the patients are given volun-
tary control of the bladder. Morris of New York

Fig. 3.
Buckstone Browne's
suprapubic drainage-tube.

has modified the operation by
turning skin flaps down into the
channel.

A variety of contrivances for
carrying out suprapubic drainage
have been introduced ; one of
them will suffice as an illustration
of those which are suitable for
permanent drainage ; it is that of
Mr. Buckstone Browne (Fig. 3).
While the patient is still confined
to bed, the double tubes of Perier,
led through the dressing, I have
found to be the most useful of
those that have been proposed.
They are shown in Fig. 4. If
properly applied, the patient is
kept perfectly dry. Dr. Fowler,
of Brooklyn, and Dr. Far rar

Cobb, of Boston, have suggested
capillary drainage, the latter by
means of an iodoform wick led
through a glass tube. This
method, also, is applicable only
while the patient remains in bed.

The relative merits of the high
and low operations as performed

for drainage alone are as follows : The perineal is
safer, is more rapidly done — an important point in
these cases in which the danger is greatly increased
by the effect of prolonged etherization on the lungs
and kidneys. In performing it the urethra can be
laid open with one cut of the knife under primary
anesthesia, and as soon as this is done the ether can
be removed. The disadvantages of the low operation
are that some patients cannot support the presence of
a catheter in the deep urethra, and that it sometimes
causes epididymitis. The high operation avoids these

Fío. 4.

drawbacks, and offers the special advantage of allow-
ing exploration of the bladder ; the tube also is gen-
erally worn more comfortably above the symphysis
than through the perineum ; on the other hand, the
high operation is rather more serious, takes more

time, and if there is a small, contracted bladder, or if
the patient has a large belly, the high cut may be very
difficult to execute. Occasionally the perineal opera-
tion is embarrassed by anchylosis of the hip. From
which it will be seen that the choice will be deter-

FIG. 5.
The author's niethed for tyingin a soft-rubber catheter

into the bladder. Fig. 6.

mined by the condition of the patient, the degree of
irritability of the deep urethra, etc. If, for example,
the patient has chronic bronchitis, threatening uremia,
and is exhausted, one would naturally drain his blad-
der in the easiest aud quickest manner possible, and
that would be through the perineum ; or if it is
thought best to avoid even the slight shock of that
operation, a catheter can at least be tied in through
the urethra. A very simple and satisfactory way
of doing this occurred to me while operating one day
on a case of stricture ; it is that shown in Fig. ft, and
consists in slipping over the outer end of the soft-rub-
ber catheter that is to be passed into the bladder a

piece of drainage-tube about five inches long, which
has been cut in halves longitudinally, except for an
inch and a half, through which the catheter passes,
and by which it is firmly held so that it cannot slip in
or out ; all that remains to be do»e is to lay one of
these halves along either side of the penis, and to re-
tain them there by two circular strips of sticking plas-
ter surrounding the organ. The catheter should be a
little larger than the inner calibre of the drainage-
tube, so that the latter will bind it sufficiently to pre-
vent its slipping in or out.

The benefit of permanent drainage is twofold ; it
relieves cystitis, and what is more important it often
averts or lessens the dangers of pyelonephritis, which
is so frequent an accompaniment of this disease. I
do not think that sufficient attention has been given to-
this method of treating the pyelonephritis in this.
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class of cases. Reginald Harrison advocated it sev-
eral years since, and I have found it give strikingly
beneficial results in a number of cases. The surest
sign of improvement of the renal condition is an in-
crease in the specific gravity of the urine ; with it
there is usually a marked gain in the general condi-
tion of the patient.

Whatever may be the manner of securing bladder
drainage, its essential feature is, I believe, that it be
maintained, or at the least that the channel for drain-
age shall be kept open, so that it may be resumed at
any time, without a subsequent operation to re-estab-

Fig. 8. Bottini's instrument.

lish it. This, because the conditions for which drain-
age was originally undertaken, even if temporarily
relieved, are, practically speaking, sure to return in
this class of cases, if drainage is wholly suspended
and the channel allowed to close.

RADICAL OPERATIONS.

The defect of the operations for drainage alone is
that they do not remove the cause of the trouble. It
is not surprising, therefore, that surgeons should have
tried to do this ; and dating from the time of John

Hunter we find records of various methods by which
removal of the obstructing portions of the gland was

attempted. But the first systematic effort was made
by Mercier, in 1857, who divided small median en-

largements by means of specially constructed instru
ment8, which he passed through the urethra (Figs. 6
and 7), and reported successful results. Mercier had
no followers, however, until Gouley in New York aud
Bottini in Italy revived his operations about twenty
years later ; the latter performing them with a gal-
vano-cautery instrument of the same form as that of
Mercier's (Fig. 8) ; the former making the first step
in advance by doing them through an external peri-
neal urethrotomy.

In 1884 Harrison reported successful results from
tunnelling the prostate with a trocar, and instituting
drainage by leaving the cánula in the channel so
made ; then in 1886 we have the introduction of the
suprapubic method by Belfield of Chicago, and its es-
tablishment a little later through the successful cases
and advocacy of McGill and Atkinson of Leeds in
England, under the name of suprapubic prostatectomy.
This was in 1886 and 1887. I did my first supra-
pubic prostatectomy in December, 1886, and my first
perineal prostatotomy in the spring of 1887, but
these cases were not published until 1888, when they
were reported at the annual meeting of this Society,
in June.

At that time the subject was in a very chaotic
state ; there was no agreement among the few sur-

geons who had done the radical operations as to the
best methods to employ, and all such operations had
recently been condemned by the authoritative state-
ments of Sir Henry Thompson, Guyon and Socin.

The monograph which I published in 1888 had for
its objects, to disprove the conclusions of Sir Henry
Thompson and the others, to formulate the subject,
and to place it upon a rational basis. In short, to
show that these radical operations were feasible, in
what class of cases they were appropriate, to demon-
strate what the conditions were that should determine
the choice of method, how they were to be best per-
formed, and finally what prospect of success they of-
fered. The conclusions were based upon anatomical
investigations that had extended over a number of
years, and upon such clinical data as were then avail-
able; the latter consisting of 21 cases of prostatotomy
and 26 of prostatectomy. The conclusion reached
was that a majority of cases could be successfully
operated upon through the perineal route. It must be
remembered that the subject was in its infancy then,
and that in spite of the improvements in the high
operation recently introduced, it was still a much
more serious one than at present ; my opinions have
been since greatly modified in favor of the high opera-
tion, and still more recent methods to be mentioned
presently.

From this time there was a rapid advance, and the
number of cases reported multiplied fast. Opposition
arose, however, especially from the French school,
and was expressed in an interesting essay by one of
Guyon's former pupils, Viguard, who in 1890 tried to
prove that the loss of expulsive power of the bladder
must be in the great majority of cases a factor fatal to
the success of radical operations, even though, as had
been demonstrated, the obstructing portions of the
gland could be removed with moderate safety. He
was met by Belfield and others with a mass of clinical
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observations which had within a short time afterward
accumulated to the number of 150 cases of radical
operations, in which it appeared that two thirds of the
patients who survived had regained most of or the
entire power of natural evacuation of their bladders
after the operations, and were in good general con-
dition. Since 1892 the operations have been modified
and their scope extended, and to-day the operative
treatment of prostatic hypertrophy is a well recognizedand established procedure.

Such is, in outline, a sketch of the evolution of this
part of the treatment of the disease, up to the most
recent steps in advance. The latter I will describe, so
far as the very short time at my disposal permits,
when speaking of the technique of the radical opera-
tions, which I will now take up in sequence, as
follows :

(1) Perineal prostatotomy. (2) Perineal prosta-
tectomy. (3) 1 Intel's operation. (4) Tunnelling the
prostate. (5) Zuckerlandl's operation for total ex-

tirpation of the prostate.
(1) Perineal prostatotomy consists, as you know, in

a division of a median enlargement through an external
perineal urethrotomy ; it is efficient in but a limited
number of cases, those in which there is a bar at the
neck of the bladder, and being but little less dangerous
than (2) a perineal prostatectomy, which is more

thorough, it has given place to that operation for the
most part ; the latter is applicable to such cases as
have but little or no lateral enlargement, and in which
the median enlargement is a bar simply or a small
lobe. The condition of the prostate cau ordinarily be
determined beforehand by rectal examination, and
exploration of the bladder with a short beaked sound,
more or less accurately, and the method of operation
selected accordingly. If there is a small pedunculated
middle lobe it can sometimes be surrounded by a wire
snare passed beside the left index finger and held in
position by it while the wire is drawn tight by an
assistant ; if there is a bar at the neck of the bladder,
the excision of a V- or U-shaped piece from its central
part will usually open a clear road into the bladder ;
these incisions can be made with a probe pointed
bistoury, or with a galvano-cautery, or with instruments
of special forms called prostatectatomes, of which
there are a variety ; the after-treatment consists iu
drainage and cleansing of the bladder.

Next comes Dittel's operation (proposed by him and
executed by Küster) It consists in the excision of a

wedge-shaped piece from each lateral lobe, at their
anterior ends, after exposing the prostate and separat-
ing it from the rectum through au incision beginning
at the tip of the coccyx, embracing the sphincter ani in
the form of an ellipse and terminating in the middle of
the perineum, the object of the excision of these
portions of the gland being to cause widening of the
prostatic urethra by the subsequent cicatrization of
these wounds iu a lateral direction, with the idea that
the part of the lateral enlargement bordering the
urethra would thus be drawn outward to either side.
Kiister's cases were not sufficiently successful to
encourage further trial of this method, nor does it seem
to me to be founded ou a sound principle, and finally,
there are other means at our disposal which promise
better results.

Tunnelling the median lobe through a median
perineal urethrotomy, as practised by Reginald Har-
rison, has already been spoken of when discussing

drainage. I do not think that this surgeon now

employs it, and there is no difficulty in draining the
bladder satisfactorily through the posterior urethra.
The distance to be traversed by a trocar in tunnelling
is often long, and the opening up of the tissues is by
no means free from danger ; the operation therefore
does not seem to me to be a good one.

The last of the perineal operations is that proposed
by Zuckerlandl for total extirpation of the prostate ;
he suggests that this be done by separating it from the
rectum, and then dissecting it from the bladder through
a long transverse crescentic incision extending across
the perineum from the tuberosity of the ischium on one
side to that on the other; this operation has not, so
far as I know, been actually performed,

SUPRAPUBIC PROSTATECTOMY.

In the first place let us glance at the history of
suprapubic cystotomy apart from its application to the
prostatic removals. It is a time-honored one, and has
passed through many vicissitudes. The suprapubic
operation, properly speaking, had its origin in the
hands of Pierre Franco, who performed it at LauBsanne
in 1560, for the removal of stone ; we find already with
him the suggestion of one of the modern steps of the
operation, that of lifting the bladder upward, and mak-
ing it more accessible by raising it by pressure from
the rectum ; this Franco did by two fingers of the left
hand pushed well within the rectum. The case of
Jean Doot of Amsterdam, a bootmaker, who, assisted
by an apprentice, cut a stone out of his own bladder
with a cobbler's knife from above the symphysis, and
lived to tell the tale for many years afterwards, is one
of the most interesting of the early ones. Another of
the modern steps was forestalled by more than three
centuries by Rousset (1581), who tried to raise the
bladder by filling it with water, and about one hundred
years later (1685) Piètre accomplished the same end
by introducing into the bladder a long beaked sound
armed with an arrow-like point, which could be pro-
jected from its tip. After the preliminary incisions,
the tip of the instrument pushed up the anterior wall
of the bladder above the symphysis and pierced it with
the dart, which then acted as a guide to the incision
into the organ.

The operation was frequently practised by laymen,
as were the perineal cuts for stone, especially by
priests. These men were known as " cutters for
stone," and if we may believe the records, some of
them had as wide an experience and almost as great a
success as the surgeons of to-day. The operation was

not much heard of between 1650 and 1750, at about
which time it was revived by Douglas and Cheselden
in England, after which it became relatively popular
and extended to France and Germany, being practised
in the former most successfully by the priest Frère
Cosme, who in 1799 had performed the operation 100
times with but 19 deaths, not a bad record when we
reckon with the absence of asepsis. In our own

century, we find it in the hands of numerous surgeons :

Dupuytreu, Souberbielle, Sir Everard Home, Leroy
d'Etiolles, Nelaton, Civiale, etc., etc. But between
1840 and 1880 the operation steadily lost ground on
account of the introduction of lithotrity by Civiale, aud
of the much smaller mortality attending this and the
perineal operations for stone.

In 1880 it was once more resuscitated by Petersen,
who proposed to avoid wounding of the peritonea] fold
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covering the anterior surface of the bladder, which in-
jury had been one of the chief dangers of the opera-
tion, by lifting the bladder well above the symphysis
by means of the combination of filling the organ with
water, and distending a rubber bag previously inserted
into the rectum. This manoeuvre, when practised in
connection with the modern aseptic methods, lowered
the mortality so much that the suprapubic operation
once more took its place among the favorite surgical
procedures, and its use was very soon further ex-
tended by its application to cases of bladder tumors
and prostatic hypertrophy.

In Petersen's method about ten ounces of fluid were

injected into both the bladder and the rectal bag.
Presently reports of cases in which the bladder had
been ruptured or the rectum injured were published,
the procedure was thus shown not to be free from
danger. This accident, however, has happened very
rarely, and if in the adult not more than eight ounces
are used for each injection it practically never will
happen. Many surgeons have discarded Petersen's
method, employing instead the Trendelenburg posi-
tion, (Fig. 9), which was introduced by that surgeon

Fig. 9. Trendelenburg's position.
about this time, and which has become since so familiar
to all. The elevation of the pelvis in this position lets
the abdominal viscera fall toward the diaphragm, in
doing which they draw the bladder after them out of
the pelvis above the symphysis.

Trendelenburg's position is of much service, but the
patient should be kept in it for as short a time as pos-
sible, especially if he is old and enfeebled. On this
account I prefer to make the preliminary incisions be-
fore so placing the patient.

As to the incisions themselves we have the choice
between the old vertical one and the transverse ; the
former extends upward from the middle of the upper
margin of the symphysis for about three inches, and is
carried down to the prevesical space through the linea
alba and between the pyramidales muscles. These
first cuts can be made rapidly until the prevesical
space is exposed. This is easily recognized by the fat
tissue which fills it,. Immediately beneath the fat lies
the bladder and within the fat layer the peritoneal re-
flection of its anterior surface. The bladder is now

exposed in one of two ways. The fat tissue can be
raised up by the tip of the finger inserted below the
symphysis, or it can be divided cautiously with blunt-
pointed scissors. I do not like the former method,
because there is necessarily more or less disturbance
of the prevesical tissues. When the fat is abundant a

great quantity of it has to be drawn up before the

bladder surface is laid bare. A considerable cavity is
formed in consequence, which gives lodgment to the
urine, aud may be the startiug point of serious suppu-
ration, even in our aseptic days, while the only objec-
tion to dividing the fat with scissors is the chance of
wounding the peritoneal fold, which lies in it, but with
ordinary care this is easily avoided. The bladder pre-
sents itself as soon as the fat is divided. It is readily
recognized by its bluish red color and by the large
veins upon its surface. I think it best to place the pa-
tient in the Trendelenburg posture when the prevesi-
cal fat is reached and before it is divided. In doing
this as the pelvis is raised, if the tip of the finger is
laid in the wound the bladder can often be felt as it
emerges from the pelvis. With Trendelenburg's as
with Petersen's method the peritoneal attachment is
usually carried far enough above the symphysis to
readily escape being wounded. If using the former it
is well before opening the bladder to protect the peri-
toneal cavity from the urine by packing sterilized pads
around the part of the bladder to be incised. If the
patient is not in the Trendelenburg position a teuaculum
should be passed through the bladder wall below the
peritoneal attachment aud held by an assistant in order
to keep the bladder raised after it ha§ been opened.
The same result may be obtained by passing a suture
through the bladder wall on either side of the pro-
posed incision and through the margins of the abdomi-
nal wound ; this can be done with a short curved
needle. The tip of a long beaked catheter which has
been previously passed into the bladder and pressed
against its anterior wall above the symphysis, though
not necessary, serves as a good guide in opening it.
The transverse cut gives more room, and the bladder
can be exposed more rapidly by it. Its defects are the
risk of hernia and more or less impairment of function
of the muscles. It is made in the form of a crescent,
with its centre opposite and a little above the middle
of the symphysis, the deeper cuts being in the same

line, and dividing the whole or a part of the recti and
pyramidales. On turning up this flap the prevesical
space and its contents are freely opened to view,
Personally I make a compromise between the two,
dividing the skin by the transverse cut, and turning
back a good-sized flap. The underlying fascia and mus-
cles are thus fully exposed, and it is very easy to pick
out the line of division between them, which I then
lay open by the vertical cut, and if more room is
needed later in the operation it can readily be gained
by snipping with scissors the inner borders of the mus-
cles on either side. It is very rare that more room
will be required than is given by this means.

In opening the bladder the vertical or the trans-
verse cut can be used. I see no advantage to be
gained by the latter. The vertical cut into the blad-
der is to be made between the two sutures already
described, with one stroke of the knife, avoiding the
veins on the surface of the bladder, if convenient; no
harm of consequence is done if they are wounded, for
the congestion of the vessels is so much diminished
when the organ is opened that hemorrhage ceases

spontaneously as a rule. Up to this point the steps
are alike for intravesical operations of whatever nature.
In attacking the prostate there are special measures to
be taken.

In the first place, much help may sometimes be
gained by inspection as well as palpation of the glandwithin the bladder ; to effect this several contrivances
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are used. Hurry Fenwick has introduced an instru-
ment, which he terms a caisson. Figs. 10, 11 and 12
show this device. By it is sought the opportunity to
work at the bottom of a dry well, so to speak, on a
diminutive scale, as is done on a large one in laying
the foundations for the piers of bridges, etc. I have
never used it and so cannot speak of it from experi-
ence.

Perhaps because of the partiality of the inventor
for his own inventions, I like my own instrument best
for this purpose ; it requires a little practice before it

Fig. 12. Hurry Fenwick's " Caisson *' for inspecting the interior of
the bladder.

can be used with advantage, and I think it is rather
more suited to cases of bladder tumors than to the
prostatic ones, but it may be equally serviceable in
many of the latter. It is represented in Fig. 13.

The removal of the obstructing portions is effected
according to their form and size ; formerly, only the
parts projecting into the bladder were removed, but it
was found that it was necessary to do more if a clear
road for the exit of the urine was to be re-established ;
a prolongation of the middle lobe into the prostatic
urethra is, for instance, pretty constant, and this when
present should always be removed as well as the
salient part of that enlargement within the bladder.
Again it is often requisite to take away more of the
lateral lobes than is represented by those parts which

project within the bladder. This was at first done by
splitting the mucous membrane and capsule over these
parts, and shelling out the obstructing lateral portions,
if, as often happens, they consist of distinct enucleat-
able masses (fibro-adenomata) ; if not, by removing
them with curette, or biting them off piecemeal with
suitable instruments. Later, the same end was ac-

complished better by the combined operation, which
will be described presently. If there is a salient
middle lobe, it can be taken away with scissors, or

galvano-cautery, or by the snare.
The combined operation offers greater facility in ef-

fecting the removal of the lateral parts of the pros-
tate than either the perineal or suprapubic, alone ; it
consists in doing first the perineal, and then the supra-

Fig. 13. The author's bladder speculum.

pubic, or vice versa, according to the conditions pre-
sented by the individual ease. The mucous mem-
brane and capsule of the gland are then incised over
the portions projecting into the bladder, the finger of
the left hand pushes the prostate up from below
while the enucleation of one or both lateral lobes, in
turn, is accomplished by the index finger or a blunt
periosteum elevator ; in doing this there is sometimes
very free hemorrhage. The removal will have to be
accomplished in some cases with a curette, in others it
is not difficult to shell out the growth whole.

Nicoll has modified, aud as it seems to me very ad-
vantageously, this operation, by not opening either the
mucous membrane of the urethra, or of the bladder
over the prostate. By his method a sound is passed
into the deep urethra to act as a guide, an incision is
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made into the perineum down to the apex of the pros-
tate, but avoiding the urethra, the capsule of the pros-
tate is then incised sufficiently to admit the tip of the
index finger easily. In doing this, some part of the
prostatic plexus of veins is apt to be cut and a more
or less severe hemorrhage to result ; this may be con-
trolled by packing, while the operator proceeds to
open the bladder by the suprapubic cut. Through
the latter incision, the prostate is pressed firmly down-
ward by the finger from above, and as much of the
lateral enlargements as may be required to give a free
exit from the bladder are removed through the lower
wound in the manner already described. Hemorrhage
is not usually severe; when it is, it,is best controlled
by means of the tampon of Keyes as modified by
Cabot (Fig. 14). The tampon consists of a long bit

Fig. 14. Cabot's hemostatic tampon.

of sterilized gauze folded in squares upon itself, as

shown in the accompanying figure. It is placed in
the bladder and the thread which runs through all its
layers (A) is carried out through the perineal wound,
and upon being drawn tight and secured outside the
perineal wound presses upon the bleeding area within
the bladder. The second thread (B) is fastened to the
upper layer only of the gauze and is led out through
the suprapubic wound. When it is desired to with-
draw the tampon the lower thread is cut, and the
upper one being pulled the gauze is unwound layer
by layer without difficulty. This may be done usu-

ally at the end of forty-eight hours.
In cases in which there is great enlargement of tbe

gland it might on rare occasions be desirable to use
Helferich's modification of the suprapubic operation ;
this consists in resecting the middle portion of the
upper margin of the symphysis pubis, the intention
of the operation being to give more room to carry out
the subsequent steps.

There is finally one other method of entering the
bladder, which i think is especially interesting. It is
that proposed by Rydygier, and performed iu three
instances in my own knowledge, once by Dr. Frank
Harrington and twice by Dr. Abner Post, of Boston.

I refer to making the bladder incision through its
peritoneal investment instead of avoiding it. In the
three cases referred to above the result was entirely
satisfactory, and no harm whatever resulted. The ad-
vantages, of course, are that no time is lost in trying
to avoid the peritoneum, that more room is afforded,
and finally, that when it is desired, there is much bet-
ter chance of securing first intention of the wound by
suture. The bladder should be carefully irrigated be-
forehand, and a catheter à demeure is to be worn for
about two weeks afterward.

Two questions remain to be answered. What de-
termines the choice of operation, and what is the
chance of success.

To answer them we must first know what has been
done, and this is set forth approximately in the first
table below, together with the mortality attending
each method ; and next, what is the percentage of
cases in which there is restoration of the function
of the bladder. This appears in the Becond table.

Cases. Mortality.
Suprapubic prostatectomy, and the com-

bined operation.109 20%
Perineal prostatotomy.29 10%Perineal prostatectomy .... 16 20%Dittel'soperation.3 00%

The percentage of restoration of the bladder func-
tion after different operations is as follows :

Suprapubic prostatectomy .... nearly 80%Perineal prostatotomy ....
" 50%

Perineal prostatectomy ....
" 50% plus.Combined operation ..... 50%Dittel's operation. 30%

From the above it will be seen that the suprapubic
and the perineal prostatectomies have the highest
mortality, but that the former has 30 per cent, more
of recoveries of bladder function than any of the
other methods.

This is what we should expect, since the suprapubic
and the combined operations are more thorough and
more serious than the perineal ones. This too must i

be remembered when reckoning the mortality.
Then again, as Mansell Moullin points out in his

last work upon the subject (Enlargement of the Pros-
tate), published in 1894, the mortality of the first
half of this series of suprapubic operations was 25
per cent., whereas that of the last half was but 15
per cent. ; and Mr. Mayo Robson, in 1894, published
twelve consecutive cases with but one death.

It must be further remembered that this is the least
favorable view of the operative results that will be
shown at any time in their history, should the practice
be extended in the future, because this series includes
all the operations performed in what may be called
the experimental stage of the undertaking, in which
it must be remembered they have been applied to
those cases only which have already passed into the
worst forms of the disease.

Could we collect an equal number in which this
operation had been performed earlier, in anticipation
of the graver stages, we should no doubt find a

greatly lessened mortality.
Then too, what of the dangers of not operating !

We know very well that they are grave, but how
great as compared with the operative risk, we know
not at all. No one has ever, so far as I know, formu-
lated any extensive observations as to the number of
cases of prostatic hypertrophy which had already
reached the graver stages of the malady (in which
condition, be it remembered, almost all the patients
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Fig, 15. From the author's operative treatment
of the hypertrophied prostate, 1888.

Fig. 16. From the author's operative treatment
of the hypertrophied prostate.

FlG. 17. From the autnor's operative treatment
of the hypertrophied prostate.

Fig. 18. From the author's operative treatment
of the hypertrophied prostate.
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have been, upon whom the radical operations have
been performed), and shown the results in the absence
of operative, and while continuing under palliative
treatment. If such compilation were made, it is my
own impression that the comparison would prove favor-
able to the operative measures, in that particular class
of cases.

The choice of operation depends, I think, upon the
following factors. First, the age and general condition
of the patient. Thus, if we have to do with a very
feeble or a very old man, whose term of life is in all
probability but a short one at best, we should natur-
ally prefer to operate for drainage of the bladder
alone, as described in the first part of this paper.

If the patient, on the other hand, is in good general
condition, has not yet shown evidence of serious renal
trouble, and might, if radically relieved of the obstruct-
ing prostate, live for a good many years, then it is
right to try the more radical measures ; and of these,
for the reasons already given, I prefer the combined
operation as modified by Nicoll for all cases in which
it is necessary to remove considerable portions of the
lateral lobes, as in Fig. 15, and the simple suprapubic
method, where the median portion alone is involved,
aud is large (Fig. 16). When there is a bar at the
neck of the bladder, or a small median enlargement
(Figs. 17 and 18), I think perineal prostatectomy is to
be preferred. It will usually be successful, and is a
safer operation than the high one. This is the view
of the operative treatment of prostatic hypertrophy
that I should have given one year ago.

In the last year three new methods have come upon
the scene.

The first is that of ligature of the internal iliac
arteries for the purpose of producing atrophy of the
prostate by limiting the blood supply. Of this I have
only to say that it seems to me a thoroughly irrational
procedure.

The second, suggested by Dr. Mears, of Philadel-
phia, is ligature of the spermatic cords, with the hope
of producing atrophy of the prostate, by a similar
effect to that of castration, but by a lesser operation.
Of this method there is not sufficient experience to
base a judgment upon at present.

The third seems likely to revolutionize the treat-
ment, and may perhaps replace and make obsolete all
the operations which I have been describing to you.
It is that of double castration, proposed by Prof.
William White, of Philadelphia, in June, 1893. This
part of the subject will be presented by Dr. Cabot,
and I will therefore not enter upon it.

-• -

STATISTICS CONCERNING INSANITY.1
BY EDWARD B. LANE, M.D.

Those of us who are working in hospitals for the
insane are asked daily by some one, What is the cause
of insanity ? or perhaps more often of late, What is
the cause of the terrible increase of insanity, as shown
by the census ?

Strictly speaking, we who see the insane in hospitals
cannot answer this question, which is one of the
problems of social statics, with the authority that is
expected of us. Questioning the patient will not give
us the truth as to tbe cause of his trouble. The friends

1 Read before the Boston Society for Medical Improvement,
April 29, 1895.

are very loth to admit certain causes that would injure
their family pride, and they deceive themselves into
believing that overwork was the cause or ill health,
whereas the family physician, if we perchance meet
him, lets a flood of light upon the subject. He tells
us perhaps of dissipation or of questionable habits
which no one likes to confess of himself or his brother.

But for all this, asylum physicians think more upon
this subject than do others, and people have a right to
ask of us, What is the cause of insanity ? aud, What
cause or causes are operating to make our hospitals so
crowded faster than liberal States and cities can build
new and expensive hospitals ?

Many, years ago it occurred to some former com-
missioner of lunacy, perhaps of the Roman Empire,
to demonstrate the causes of insanity. Commissions
of lunacy ever since have not ventured to depart from
the time-honored custom, namely, to request the
superintendents of hospitals to forward to such com-
mission or publish in his annual report the causes of
insanity. If a superintendent reports 847 admissions,
he is to fill out the table of causes ; and he is forced by
unalterable custom to report 847 causes, no more, no
less.

A few men try conscientiously to make this table as
near the truth as possible. But the request is an
absurd one. Even more absurd than when as

physicians we are expected to give the one cause of
death in the return to the board of health when the path-
ologist reports no less than twenty lesions discovered
at the autopsy. I confess I have been embarrassed
more than once to select from the pathologist's list of
from twelve to fifteen lesions the one cause to be put
on the death-certificate. Who of us will not be influ-
enced, unconsciously perhaps, to consider appearances
and professional pride in selecting the " principal
cause," for official record ? How much more are friends
or family physicians influenced in filing the cause of
insanity to go on the commitment papers to be filed in
the Probate Court !

It is the exception, I believe, that there should be a

single cause for an outbreak of insanity ; and I would
respectfully suggest that our statisticians at the State-
houses revise their method of getting at the causes.
This has been attempted in one point the past
few years in Massachusetts. I think all asylum men
who have given this subject consideration are

thoroughly dissatisfied with the cauBe-table in our

reports. I have long felt that the compiling of it was
not only a waste of time but that the result was a
scientific lie.

As in so many things in our human life there are

exciting causes and predisposing causes ; and what we
want to see tabulated is, In how many of the 847 cases
was there evidence of heredity ? in how many cases
evidence of excess ? in how many marital or family
trouble ? Such tables should be the result of careful
study and not compilations from the commitment
papers, the authority of which is generally grossly
unreliable in the matter of cause

—

and I know many
tables of causes in our hospitals are merely such com-

pilations.
But if, then, our tables of causes are so unreliable,

fortunately most of our other tables are not so, and one
who will study them can learn much. Knowing that
much time has been given to the compilation of these
facts, and that in Massachusetts especially they are far
above the average in accuracy and fulness, I have
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